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Case 

The increase in joint replacement surgery is due to the 
aging of the population, the expansion of the indication 
criterias and the greater expectation and demand of patients. 
In the US, more than one million of total atroplasties per 
year are performed, being the main cause osteoarthrosis [i]. 
The joint is replaced by prosthetic components that are fixed 
to the bone directly or by means of bone cement [2]. Total 
hip arthroplasty (THA) employs an acetabular component, a 
femoral or stem component, and the femoral head [3]. While 
total knee arthroplasty (TKA) requires a femoral component, a 
tibial component and a patellar component. Models, materials, 
sizes and types of fixation vary according to the characteristics 
of the patient [4]. 

On the other hand, amputation of lower limbs has also 
increased due to the increase of life expectancy. The most 
frequent cause in developed countries is vascular disease (80- 
90%) and it affects most commonly men between 50-75 years. 
It is mainly associated with atherosclerosis and diabetes [5]. 

Thus, it is not uncommon to find patients with prostheses 
that require amputation. In order to calculate the level of 
section and to propose the intervention, it is necessary to take 
into account the location of the prosthesis and the height of 
the stem. 

We recently had two cases in our hospital, one with a 
primary TKA (Figure lA) and another with a THA review 
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Abstract 

In recent years the incidence of both amputations as total joint replacement surgery of lower limbs 
has been increased. So it is not rare to find both circumstances in the same patient. We discuss about the 
technical problem of this eventuality. 


(Figure lB), who underwent supracondylar amputation due 
to irreversible vascular ischemia. In the patient with TKA, the 
procedure happened without complications. However, in the 
patient with THA, a second intervention was required because 
the height of the femoral stem was not taken into account 
when the bone section was performed (Figure 2A). In a second 
time, with the appropriate instruments (Stryker® diamond 
bone saw) a femoral stem section was performed 6-7 cm from 
the tip (Figure 2B). 

Therefore, we believe that the personal history of a hip or 
knee prosthesis is an important detail when planning a lower 
limb amputation, requiring a thorough radiological control 
(preoperative and intraoperative measurements) and adecuate 
staff and Instruments. In the case of TKA, fewer doubts arise 
because a more proximal amputation can be performed if 
necessary. The problem lies in patients with THA, in which, 
if the appropriate section height is not calibrated, we can find 
the disadvantage of the femoral stem. Requiring a second 
intervention and special instruments with the consequent risks 
and costs entailed. 



Figure 1: (A) Right lateral knee radiograph in a patient with PTR. 

(B) Anteroposterior radiograph of the pelvis and proximal femur. It is observed in 
primary PTC right hip and PTC left hip revision with cerclages. 
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Figure 2: (A) Intraoperative image after supracondylar amputation in the patient 
with PTC. Note the height of the femoral stem relative to the cut zone. 

(B) Portion of the femoral stem of the PTC, after section in a second time with the 
Stryker® diamond saw. 
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